Case Report A young man aged 18 had had a bluish-black lump on the " white " of the left eye for 8 years. He did not recall any injury to this eye and had had no inflammation.
this operation.
(1) January 21, 1953 .-Under retro-ocular novocaine and local anaesthesia the conjunctiva over the lump was neatly dissected and an upper flap was raised. The margins of the lump were well defined with a cataract knife and a pair of fine forceps. The edges of the scleral hiatus were freshened with a knife. A scleral graft 6 mm. round was cut from a donor eye (this was excised within 2 hours of death from an eye from which a comeal graft had been taken the same day). It was placed over the summit of the lump to test accuracy of fit. Though the hiatus was oval adjustments were made while suturing. Silk sutures were passed through the margins of the scleral hiatus and the graft; a paracentesis of the anterior chamber at this stage effectively collapsed the lump, and allowed the sutures to be drawn tight and knotted. HERNIA OF THE CHOROID but was disunited elsewhere. The graft, however, had taken and though lifted up on the summit of the ectasia was inseparably united to the underlying choroid. The area immediately surrounding the site of operation was a little injected, there being no uveal inflammation. Atropine was stopped and the patient allowed to go home on April 30, 1953.
(2) May 20, 1953.-Under local anaesthesia supplemented by retro-ocular novocaine the conjunctiva was reopened and the edges of the scleral opening were found to be clearly defined. Four catgut sutures 6/0 on atraumatic needles were passed through the scleral hiatus. A paracentesis of the anterior chamber was done at this stage to collapse the lump. The sutures were drawn taut invaginating the bulging choroid surmounted by the scleral graft. The lips of the scleral gap were well apposed and no portion of the choroid was seen to bulge into the wound. The conjunctiva was drawn over the scleral wound. Pressure bandaging was effected by a large pad and crepe elastic bandage.
Four days after the operation the wound was seen to be healing with no tendency for the choroid to bulge. At this time a blackish swelling was seen within the eye corresponding in site exactly to the hemiation on the surface prior to operation. This was obviously the recently returned choroid and the scleral graft riding on it. When the eye was examined ophthalmoscopically in another 3 days' time this fundus swelling appeared rather like a choroidal detachment. Vision was 6/12. With further rest and treatment the wound healed and on June 6, 1953, the visual acuity was 6/6, and the eye was practically white. Comment This is a rare form of ocular deformity and was in all probability traumatically induced though the boy could not remember any injury. This type of ectasia is sometimes seen in Ceylon and may be caused by bursting aerated water bottles, broken glass bangles, or the misadventures of quacks practising under the cloak of Ayurveda who attempt to remove scleral nodules with razor blades! The treatment adopted has some bearing on the topic of scleral grafting, though in the case reported the graft failed to check the ectasia. The case disproves the popular belief that the normal intra-ocular pressure has no effect on the choroid in that it does not cause the latter to bulge. The case of scleromalacia perforans is cited as an example of the choroid's ability to withstand the normal intra-ocular pressure, for in this condition in spite of large defects in the sclera the choroid does not bulge.
Those engaged in doing full-thickness scleral resections know how difficult it is to keep the choroid from bulging. Regarding scleral grafting, Rycroft (1951) states that undue reactions after these operations were due to autoplasty inferring that if grafts were taken from the same eye or from the fellow eye of the same patient such untoward reactions would not be met with. Lister (1951), however, used cadaver material and so did we, with minimal reactions.
Buccal mucosa and conjunctiva have also been used to cover scleral defects in cases of scleromalacia perforans (Fran9ois, 1951) , and Paufique (1950) is reported to have performed scleral grafting in a case of scleromalacia perforans (Fran9ois, 1951) . As in our case the graft took easily, we would suggest that scleral grafts be given further trial in deficiencies in the sclera from whatever cause. It is interesting to speculate on the feasibility of using scleral caps in scleral grafting much in the manner of plastic corneal caps for corneal grafting. These caps might check the choroidal bulge while the graft consolidated itself. 
